utaneous tuberculosis may manifest as either primary (previously uninfected/non-sensitized host) or secondary (presensitized host) forms. It was classified by Beyt et al. into a clinically relevant scheme consisting of four categories depending on whether the skin lesion arises from an exogenous, endogenous or haematogenous source or whether it is a tuberculid.
utaneous tuberculosis may manifest as either primary (previously uninfected/non-sensitized host) or secondary (presensitized host) forms. It was classified by Beyt et al. into a clinically relevant scheme consisting of four categories depending on whether the skin lesion arises from an exogenous, endogenous or haematogenous source or whether it is a tuberculid. 1 TVC is a paucibacillary form of cutaneous tuberculosis caused by exogenous re-infection in previously sensitized individuals. Inoculation occurs at sites of minor wounds or abrasions. We presented a case of TVC, which was misdiagnosed as verruca vulgaris and had received prior treat-A Case of Tuberculosis Verrucosa Cutis, Misdiagnosed and Treated as a Wart A AB BS ST TR RA AC CT T Tuberculosis is still among the major community health problems worldwide. The clinical diversity of cutaneous tuberculosis depends on the route of acquisition of infection and on the patient's immune system. Tuberculosis verrucosa cutis (TVC) results from an exogenous inoculation of Mycobacterium tuberculosis, at sites prone to trauma. The lesion begins as a small, asymptomatic, indurated wart-like papule with a subtle inflammatory rim. It gradually enlarges in a serpiginous manner to form a firm reddish-brown verrucous plaque. The center of the lesion can become fluctuant and pus and keratinaceous debris may be expressed by slight pressure. We presented a case of TVC, which was misdiagnosed as verruca vulgaris and had received prior treatments including topical salicylic acid, topical 5-fluorouracil, and several successive cryotherapy and cautery sessions. ments including topical salicylic acid, topical 5-fluorouracil, and several successive cryotherapy and cautery sessions.
CASE REPORT
A 40-year-old female patient with a poor socioeconomic status presented with an 18-month history of slowly enlarging painless, firm, warty nodule bordered with a purple halo on the dorsal aspect of her right hand. She stated that the lesion had continued to enlarge to a warty plaque with fissures despite topical salicylic acid, topical 5-fluorouracil and several courses of liquid nitrogen cryotherapy and cautery. Pus has been discharged from the lesion from time to time.
She declared that she has been milking. Although the patient could not remember sustaining any injury, she noticed a painless small papule on her right hand 18 months ago. Her medical history was not significant, and she did not have current or past history of weight loss, cough, expectoration or fever. There was no personal or family history of tuberculosis.
The lesion was located on the second metacarpaphalangeal area and was measured 2.5x2.0 cm. The well-circumscribed verrucous plaque with a rough surface and fissures was bordered with a thin, purple halo. The upper side of the lesion resembled a cauliflower including pinpoint crusts and little squams. The lesion before and after treatment were shown on the Figure 1a and 1b. There was no regional or generalized lymphadenopathy. The patient had received Bacillus Calmette-Guérin (BCG) vaccination in childhood and a BCG scar was identified on her left deltoid area. Systemic examination did not reveal any abnormalities. Complete blood count, erythrocyte sedimentation rate, and renal and liver function tests were normal. A Mantoux test with intradermal injection of 0,1 mL purified protein derivative (PPD) revealed a strong positive reading of 30 mm after 72 h (Figure 2 ). Chest X-Ray and computerized tomography scan were normal.
We performed a skin biopsy of the lesion. TVC, chromoblastomycosis and verruca vulgaris were considered in the differential diagnosis.
Haematoxylin-eosin-stained sections of the biopsy specimen revealed hyperkeratosis, acanthosis and papillomatosis. There was an acute inflammatory infiltrate beneath the epidermis, abscess formation in the upper dermis and within the downward extensions of the epidermis. The histology showed features of an epitheloid cell granuloma with a moderate amount of necrosis, numerous aggregates of histiocytes and lymphocytes, and Langhans' type giant cells in the middermis (Figure 3a, b) . There were neither acid-fast bacilli nor spores with Fites' stain. Erlich-Ziehl-Nielsen staining and culture of skin biopsies were negative for Mycobacterium tuberculosis and atypical mycobacteria. The clinical, laboratory and histological features of the lesion suggested a case of TVC. In our case, the causative b. Complete improvement with hyperpigmentation after 2 months of antituberculosis treatment.
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Deri ve Zührevi Hastalıklar agent was most likely Mycobacterium bovis considering the patient's contact with an infected cow.
Antituberculosis therapy was initiated with rifampicin 600 mg, isonicotinic acid hydrazide 300 mg, ethambutol 1500 mg and pyrazinamide 1500 mg daily for 2 months. After a two-monthtreatment period, the lesion healed leaving only a slight hyperpigmentation in a small area. The patient was advised to continue the treatment in which rifampicin and isonicotinic acid hydrazide were to be continued for another 4 months.
DISCUSSION
The clinical diversity of cutaneous tuberculosis depends on the route of acquisition of the infection and on the patient's immune system. The species is usually Mycobacterium tuberculosis hominis; although rare, Mycobacterium bovis and Mycobacterium avium may also be causative agents. It is also known as prosector's wart, verruca necrogenica, anatomic tubercle, lupus verrucosus and butchers' wart. [2] [3] [4] The most common locations for TVC are the dorsum of the hands, especially the fingers, as seen in our case. Those in direct contact with animals may experience inoculation at other sites, such as feet, beltline or chest. The initial lesion is a small, firm, red papule that slowly spreads over weeks and months and is surrounded by erythema. The overlying epidermis is often hyperkeratotic, resembling an inflamed wart. 5 The chronic nature of TVC is well known. Progression of the lesion is slow, and if left untreated, persists for many years. However, only a few cases of lesions lasting for more than 20 years were reported previously. 6 Because TVC occurs in patients who are immune to the tubercle bacillus, the Mantoux test is b. The histology showed features of an epitheloid cell granulomas with a moderate amount of necrosis, numerous aggregates of histiocytes and lymphocytes, Langhans' type giant cells in the middermis (Haematoxylin and eosin; original magnification X200).
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usually positive as in our case. Staining and culture of skin lesions for acid-fast bacilli are usually negative. 7 Although less than 1% of human tuberculosis is due to Mycobacterium bovis, this organism is the agent responsible for tuberculosis in cattle and was the most likely infectious agent in our patient. 8, 9 TVC is rare in Turkey while scrofuloderma and lupus vulgaris are the most frequent forms of cutaneous tuberculosis. 10 The incidence of TVC varies worldwide, with a higher frequency in Asia. 11, 12 In a 20-year prospective study, TVC corresponded to 6% of all cases of cutaneous tuberculosis. 13 The optimal diagnosis of cutaneous tuberculosis relies on the demonstration of acid-fast bacilli in skin lesions, although culture provides only a small diagnostic yield in patients with this disease. 14 The diagnosis is typically made presumptively based on the correlation of various criteria including the presence of active tuberculosis elsewhere, histopathologic findings, clinical history and physical signs, and a positive PPD skin test reaction. Therapeutic response to antituberculosis therapy can also be used as a diagnostic parameter. 15, 16 In vitro amplification of specific DNA sequences using polymerase chain reaction (PCR) has become a valuable tool in the diagnosis of various forms of cutaneous tuberculosis. 17 The QuantiFERON(R)-TB Gold In-Tube test (QFN) measures interferongamma production in response to Mycobacterium tuberculosis antigens. 18 Careful clinical and pathological correlation is essential for the diagnosis of cutaneous tuberculosis.
The differential diagnosis includes other infections such as atypical mycobacteria, blastomycosis, sporotrichosis, chromomycosis, bromoderma, tertiary syphilis, verrucous carsinoma, cutaneous leishmaniasis and verruca, all of which are excluded by serologic, microbiologic and histological findings. Atypical mycobacteriosis (swimming pool granuloma), and deep mycosis (especially chromoblastomycosis) may prove to be more difficult to diagnose and usually require culture of the causative organism. Ordinary warts may show central clearing and peripheral spread after cryotherapy, but they are usually much less inflamed and more warty. 5 The treatment of cutaneous tuberculosis is the same as pulmonary tuberculosis. 19 Most patients today are treated with multidrug regimens. The usual initial treatment consists of four drugs: isoniazid, rifampicin, pyrazinamide and either ethambutol or streptomycin for 2 months, which is followed by a combination of isoniazid and rifampicine for 4 months. The treatment must last 6 months after complete resolution of the lesions.
In conclusion, TVC should be considered in the differential diagnosis of any chronic and resistant verrucous lesions resembling ordinary warts, in risk groups such as physicians, veterinarians, butchers and farmers.
